said that this patient was described as having tetanic spasms in a muscle paralysed by lower motor neurone palsy. This was difficult to explain if the tetanic spasm arose from a central action of the toxin. In these circumstances the tetanus would arise as a result of nerve impulses passing down the lower motor neurone. The EMG showed no evidence of lower motor neurone palsy. Could it be that the apparent palsy was not due to a peripheral motor neurone lesion? Dr Farquharson replied that the lesion was clinically peripheral and trismus persisted, therefore the palsy was taken to be partial. EMG was performed too late to clarify this.
Apparently Benign Left Bundle Branch Block Roworth A J Spurrell BSC MRCP, Dennis M Krikler FRCPE MRCP and Edgar Sowton MD FRCP (Guy's Hospital, London SE]) Mr J P, aged 40 History: Presented three years previously with epigastric pain relieved by food. There was no chest pain and no past history of rheumatic fever or heart disease. On examination: No abnormal physical findings. Investigations: Urine analysis negative, serum cholesterol and triglycerides normal. A barium meal revealed a duodenal ulcer. Chest X-ray normal. Resting ECG was normal but after an effort test the pattern of left bundle branch block with left axis deviation developed.
He was subsequently seen elsewhere and advised that he had coronary artery disease. Coronary arteriography was therefore performed in order to resolve the question but during the procedure intense sinus bradycardia developed, leading to complete heart block and ventricular asystole; pacing was therefore necessary. Coronary arteriograms and a left ventricular angiogram were normal. A His bundle electrogram during sinus rhythm showed a His-Q time of 95 msec; this represents considerable delay in conduction down the right bundle branch as well as persistent left bundle branch block (Fig 1) . A permanent pacemaker has been required.
Discussion
Left bundle branch block is generally considered to be due to organic heart disease and to carry a serious prognosis (Wood 1968 ). This patient was thought to have benign left bundle branch block, but subsequently developed complete heart block and required a permanent pacemaker.
Krikler & Lefevre (1970) described this case and one other as representing left bundle branch block occurring in the absence of obvious organic heart disease, and considered not necessarily to have a serious prognosis; careful follow up was advised to verify this.
Left bundle branch block occurring in the presence of a normal QRS axis is due to block occurring in the left main bundle before it divides (Rosenbaum 1969) . Left bundle branch block and left axis deviation occur when there is block in the left main bundle and additional block in the anterior division of the left main bundle (Pryor & Blount 1966 , Rosenbaum 1969 , implying that there is more extensive disease of the left bundle branch system when left bundle branch block and left axis deviation are seen on the external ECG than when left bundle branch block occurs with a normal axis. Spurrell et al. (1972) left bundle branch block the intraventricular conduction time as measured from the His bundle electrogram represents conduction down the right bundle branch, for ventricular activation depends solely on conduction down this bundle, when there is left bundle branch block. In patients with left bundle branch block and a normal QRS axis, the conduction time in the right bundle branch was normal; in patients with left bundle branch block and left axis deviation the conduction time in the right bundle b,ranch was grossly prolonged, indicating additional disease in this bundle. This was thought to suggest that the finding of left bundle branch block and left axis deviation on the external ECG should lead one to suspect that the conduction disturbance may be more widespread than is apparent from the ECG and that the right bundle branch is also involved. The recording of a His bundle electrogram is a useful method for determining whether this is so.
Dr D M Krikler (The Prince of Wales's Hospital, London N15 4A W) said that the finding of left bundle branch block had originally suggested the possibility of ischamic heart disease in this patient, but on clinical and electrocardiographic grounds this had been discounted. Coronary arteriography had now ruled it out and an alternative cause must be sought. There were different types of fibrosis of bundle branches for which no cause had been discovered, and the name Lenegre's disease had been proposed for those who went on to complete heart block, as seen in this case. Such patients were usually older. Under the stress of the investigation J P had been discovered to have extensive evidence of disturbed intraventricular conduction, necessitating the insertion of a permanent pacemaker; this was-fortunate, for otherwise he might have had an unanticipated, possibly fatal, Adams-Stokes attack. More of the younger patients with left bundle branch block should probably be investigated in this way, and a positive indication would appear to be the co-existence of left axis deviation and left bundle branch block in the surface ECG. Mrs L S, aged 72 History: Referred to Northwick Park Hospital in July 1971 for investigation of increasing enlargement of parotid and submaxillary glands for one year, accompanied by marked xerostomia and minimal keratoconjunctivitis sicca which preceded the salivary gland enlargement by some months. She had noted some recent bruising on the legs, worse with exercise and unrelated to trauma. After losing 21 lb (9.5 kg) her weight was now stationary.
On examination: Both parotids and both submandibular glands markedly enlarged, firm and painless (Fig 1) . Lacrimal glands not enlarged. Very marked dryness of mouth. Widespread but minimal enlargement of lymph nodes, which were hard. Spleen palpable 8 cm below left costal 
